tions which did not seem to have occurred in Mr. Moynihan s series. One patient had considerable parotitis; and within the last three months he had seen two subphrenic abscesses in connexion with duodenal ulcer, one yielding nearly 2 pints of pus. Subphrenic abscess due to duodenal ulcer must almost necessarily be to the right of the suspensory ligament; and most subphrenic abscesses to the right of that ligament were due either to duodenal ulcer or to the appendix. He thought the appendix cases never contained air, but duodenal ulcer cases might. In one case, because the abscess cavity contained air, it was concluded that it was caused by a duodenal ulcer, and that proved correct. Another complication he had come across was that once, in a bad case of haemorrhage, he could feel a large blood-clot completely filling the duodenum. The hmorrhage came on while the patient was lying in the hospital, and it proved fatal. The ulcer was found at the post-mortem. Mr. Moynihan had carefully said that operation was to be done for chronic duodenal ulcer. That, of course, presupposed that there should be a stage in the illness during which the patient should be allowed the benefit of other treatment. The more or less routine treatment he had adopted was to put the patient rigidly to bed, and he was fed on a mixture of one egg and I pint of milk, taking a little at a time every half-hour. The quantity was gradually increased, until 2 or 3 pints daily were being taken. Cream could be added to get in the fat which was so useful; or olive oil could be given, and the additional advantage of that was that it was slightly aperient, for these patients were often constipated. After a month of that treatment they were aiven chopped chicken, &c. If, after such treatment, the pain recurred, he would certainly hand over the case to a surgeon. For one severe or several less severe haemorrhages it was probably wise to do short-circuiting, even without waiting for medical treatment, for there were many fatalities from haemorrhages due to duodenal ulcer. He would like to ask Mr. Moynihan whether it was not an objection to excising an ulcer that the ulcers were often multiple, in which case often although one ulcer had been excised, others would be left.
Mr. HERBERT WATERHOUSE said he was glad to find himself in almost complete agreement with Mr. Moynihan. That was not surprising, as English surgeons had learned most of what they knew about duodenal ulcer from Mr. Moynihan. One point whicb had struck him much in duodenal, as compared with gastric, ulcer was the comparative frequency of the two in hospital and private practice. In hospital practice he had had a much larger number of cases of gastric than of duodenal ulcer; whereas in private there had been three or four duodenal to one gastric. He attributed the difference largely to the frequency with which gastric ulcer occurred in young anemic servant-girls. The duodenal ulcers which he had met with on the operating table had proved to be indurated, chronic, and always easily felt and demonstrable. He agreed that an ulcer which could not be felt by the surgeon or his assistant-he would not say which could not be demonstrated to the onlookers in the operating theatre -was not to be called a duodenal ulcer. As to age, his statistics were in striking agreeinent with those of Mr. Moynihan. Probably nine-tenths of the cases he had come across ranged from 30 to 45 years of age. Duodenal ulcer was not unknown in childhood. He had had one case in a child under a year old, and another under 5 years of age. Writers on the subject appeared to have overlooked the possibility of duodenal ulcer occurring in childhood. Mr. Moynihan had done good service by pointing out that duodenal ulcers were often multiple. He (the speaker) had never found more than four in the living patient or on the post-mortem table.
He thought the ulcers were miiultiple in about one case in three or four;
and that fact should be a bar to any such operation as excision. He used, and would continue to use, for this condition only one operationviz., gastro-enterostomy. In spite of what Mr. Moynihan had said, he regarded excision of the ulcer as dangerous, and it must have a greater mortality than gastro-enterostomy, since in this operation the mortality, in careful hands, was practically nil. He would like one result of the debate to be a general agreemiient that excision of duodenal ulcer was to be a thing of the past; that every case could be treated satisfactorily, sufficiently, and with the maximum of safety by gastro-enterostomy. He referred to the frequency with which he had found gastric and duodenal ulcers in combination, perhaps in one case out of every four. That led him to speak of the difficulty of diagnosis. Mr. Moynihan and Dr. Hale White said that the diagnosis of duodenal ulcer was not usually difficult. It might not be to those gentlemen, but to ordinary surgeons like himself he feared there would often be difficulty in diagnosis. Usually where he had been uncertain whether there was gastric or duodenal ulcer he had found both those conditions. He therefore did not wish it to be understood that all in the meeting agreed that the diagnosis of duodenal ulcer presented smaill difficulty. He had known mistakes made in diagnosis where it was a question of duodenal ulcer versus gall-stones. He had seen cases of duodenal ulcer in which the pain radiated in a marked manner. As a rule the pain of duodenal ulcer was localized and did not radiate, and that was usually a diagnostic point between those ulcers and gall-stones. Duodenal ulcers sometimes caused pain which could be well described as agonizing; and in such cases it was difficult to distinguish between ulcer and gall-stones. Again, those two conditions were not infrequently found in combination. He agreed with Dr. Hale White as to localized tenderness and slight rigidity of the right rectus being regarded as valuable diagnostic signs. He agreed with Mr. Moynihan as to the absence of hyperacidity. In all the cases which he had had examined, the free hydrochloric acid had been under, rather than above, the normal. An important point in the diagnosis was melhna. That had been present in most of the cases which he had had to deal with; and where no meleena had been obvious, the microscopical examination of the faeces had, in a fairly considerable proportion, revealed the presence of blood. It was a source of gratification to surgeons to know that the two distinguished physicians who had already spoken realized thoroughly that when medical treatment had failed it should not be prolonged to any great extent, but the case should be handed over to the surgeon before any harmful results-such as stenosishad had time to develop. He knew of no operation which gave greater relief in any surgical condition than did gastro-enterostomy for duodenal ulcer.
Mr. FREDERIC EVE said: In my experience the symptoms of duodenal ulcer are fairly definite. Nevertheless, we should be on our guard against assuming that a group of symptomns is characteristic of this condition. They may certainly, in my opinion, be perfectly simulated by a functional disorder of the stomach (call it hyperchlorhydria or what you like) without any organic lesion. Although I have myself operated on few cases of duodenal ulcer in comparison with gastric, yet until a fortnight ago I had always found an ulcer when its presence was suspected. Bearing on the question of diagnosis, the following case seems worth quoting:
Suspected Duodenal Ulcer.-W. O., aged 30, Salvation Army officer, had suffered with periodic attacks of abdominal pain for nine years altogether. A year ago he had an attack that lasted six or eight months. His present attack commenced twelve weeks before his admission to the hospital on November 11, 1909. He complained of pain in the epigastrium coming on two to three hours after a meal. He often awoke in the night with an attack of pain which was relieved by taking warm milk; this fact was verified by the sister and nurses.
